Aim: To explore the feasibility of the Post-Stroke Depression toolkit in terms of fidelity and acceptability in daily nursing practice.
| INTRODUCTION
Depression after stroke is common, with an estimated 31% of all patients experiencing depressive symptoms at any time during the first 2 years (Hackett & Pickles, 2014) . Patients' well-being and recovery are significantly influenced by depression, which has been associated with a decrease in functional outcomes and increase in functional dependence, a higher mortality risk and a lower quality of life (Robinson & Jorge, 2015; Kutlubaev & Hackett, 2014) . Both somatic and nonsomatic symptoms (depressed mood, sleep disturbances, loss of energy, or feelings of guilt) are present in patients with depression after stroke (de Man-van Ginkel et al., 2015) .
There is growing evidence for successful treatment of depression after stroke with (non)pharmacological interventions (Robinson & Jorge, 2015) . Therefore, the early detection of depression after stroke is essential to optimize the recovery and care of patients.
| Background
Stroke guidelines provide recommendations regarding structural mood screening and treatment (Gooskens, de Man-van Ginkel, & Schuurmans, 2009; Miller et al., 2010) . Introducing recommendations into clinical practice, however, is a difficult process as healthcare professionals experience limited knowledge and skills and mood assessment has not been integrated into the routine activities of stroke care (Bowen, Knapp, Hoffman, & Lowe, 2005; Hart & Morris, 2008) . This demonstrates that evidence does not necessarily result in evidence-based practice (Richards & Hallberg, 2015) . Moreover, in the daily care of stroke patients, depressive symptoms remain unrecognized and untreated (Robinson & Jorge, 2015) .
In a study on the feasibility of the Nursing Rehabilitation Guideline for Stroke, it was pointed out that incorporating the recommendations into daily care would enhance their application . Also, in a study on nurse compliance, incorporation of screening into job roles was identified as an important factor to facilitate structured mood assessments (Hart & Morris, 2008) . In general, interventions are more successful when users and recipients are involved in the development process and when they fit the roles of nurses (van Eijken, Melis, Wensing, Rikkert, & van Achterberg, 2008) . Based on this, we developed the Post-Stroke Depression toolkit (PSD-toolkit), an evidence-based nurse-led intervention that aims to improve the early management of depressive symptoms in patients after stroke. To ensure that the PSD-toolkit fits in-hospital stroke nursing care and thus optimally matches the nurses' job roles during daily care, we used a well-structured approach according to the British Medical Research Council (MRC) guidelines (Bleijenberg et al., 2018; Craig et al., 2013) consisting of literature reviews combined with expert opinion and experiences of nurses and evaluated the first draft of the PSD-toolkit with the Dutch association of stroke patients. To affirm that the toolkit fits the clinical nursing context, a feasibility study was indicated (Craig et al., 2013) .
In this paper, we report on feasibility testing of the PSD-toolkit by following phase two of the MRC guidelines (Craig et al., 2013) . Accordingly, we consider a feasibility study as an investigation of the intervention in a real-world setting (Polit & Beck, 2008) . In this study, feasibility is measured in terms of: (a) fidelity, defined as the extent to which the components of the PSD-toolkit are delivered as intended; and (b) acceptability, defined as whether the PSD-toolkit is judged suitable and satisfactory by the nurses (Gearing et al., 2011) .
After evaluating implementation, the sustainability of the PSD-toolkit requires evaluation as well (Scheirer, 2005) . We defined sustainability as fidelity to the PSD-toolkit 6 months after completing implementation.
Why is this research needed?
• Depression after stroke is common, negatively affects stroke outcomes and patient well-being and is underdiagnosed and undertreated.
• Nurses experience difficulties with the identification and management of the symptoms of depression after stroke.
What are the key findings?
• The Post-Stroke Depression toolkit was found to be feasible, thereby improving structural screening for depressive symptoms as well as application of nursing interventions in case of a positive screening, which enhances quality of care for patients after stroke.
• Towards future implementation of the toolkit, the following should be considered to further increase fidelity: appointment of opinion leaders beyond the time of implementation, incorporating the toolkit into practice software and enhancement of interdisciplinary commitment.
How should the findings be used to influence policy/practice/research/education?
• The Post-Stroke Depression toolkit provides a theoretical, evidence-based foundation for providing structured nursing care to manage depressive symptoms in patients after stroke in hospital.
• A mixed-method is recommended when evaluating the feasibility of an intervention.
• Exploring the feasibility not only during implementation but also during the sustainability phase, where no implementation strategies are deployed, is a prerequisite for an extensive insight into the fidelity to an intervention in the long term. VAN DIJK ET AL. | 2883 2 | THE STUDY
| Aims
The aims of our study were to: (a) explore the feasibility of the PSD-toolkit in terms of fidelity and acceptability in three phases-a pre-implementation phase, an implementation phase, and a sustainability phase after 6 months; and (b) identify elements for further refinement and improvement in the toolkit to enhance its feasibility in daily stroke care during the hospital stay.
| Design
An explanatory mixed-methods, before-and-after study design was used (Creswell, 2008) . The pre-implementation phase consisted of patient chart audits to measure the activities of nurses regarding depressive symptoms in stroke patients. These data served as a baseline from which to measure changes in depression screening and the use of interventions after implementation of the PSD-toolkit. The next phase was the implementation phase, where implementation strategies guided implementation and the last phase was the sustainability phase, executed without the implementation strategies. Data were collected by patient chart audits and surveys among nurses. Individual and focus group interviews with nurses followed the quantitative data collection to explain the findings (Creswell, 2008) A team with expertise in stroke care, consisting of two researchers and five nurses from the participating nursing teams, guided the implementation. The nurses were selected after recommendation of the nurse managers who indicated that they considered these nurses as informal nurse leaders in the nursing team.
| Participants and setting
Nurses working on the neurological wards of one university hospital and two general hospitals in the Netherlands were included in the study. Additionally, data were obtained from patient charts.
| The post-stroke depression toolkit
The PSD-toolkit was developed to support the management of depressive symptoms in patients with stroke during hospital admission and was tailored to the specific context of the different nursing teams. The toolkit consists of three components: (a) two screening instruments; (b) seven evidence-based nursing interventions; and (c) an instruction manual.
Each patient was screened by a nurse on the fourth day after hospital admission using one of both instruments, depending on the presence of communicative impairments in patients; the Depression Prediction Scale (DePreS) was used in patient who are able to communicate adequately (de Man-van Ginkel et al., 2013) and the Signs of Depression Scale (SODS) in patients with communicative impairments (Hammond, O'Keeffe, & Barer, 2000) . The DePreS identifies, in the first week after stroke, the risk of depression in the second month after stroke in patients able to communicate adequately. It comprises four items: "medical history of depression or other psychiatric disorders", "hypertension", "angina pectoris", and "the Barthel Index-item Dressing". The SODS identifies depressive symptoms in patients with communicative impairments, with the items "looking sad", "crying", "agitation or restlessness", "lethargy", "lacking initiative", and "social withdrawal".
In case of a positive screening, the nurse applied the following interventions: (a) a discussion of the outcome of the mood assessment in an interdisciplinary team conference (Miller et al., 2010); inclusion of the depression screening outcome and the subsequently applied nursing interventions in the transfer information for followup care (Intercollegiate Stroke Working Party, 2012); (c) integration of physical activities into daily care and facilitation of participation in physical/occupational therapy (Lai et al., 2006; de Man-van Ginkel, Gooskens, Schuurmans, Lindeman, & Hafsteinsdottir, 2010) ; (d) enhancement of self-care self-efficacy (Jones & Riazi, 2011; Korpershoek, van der Bijl, & Hafsteinsdóttir, 2011) ; (e) active information provision (Forster et al., 2012; Gooskens et al., 2009 ); (f) promotion of social support (Gooskens et al., 2009; Hackett & Anderson, 2005) ; and (g) guidance in finding meaning and support (Ayerbe, Ayis, Wolfe, & Rudd, 2013; Gooskens et al., 2009; Hackett & Anderson, 2005 ) (Supporting Information Figure S1 ). Each of the interventions is detailed in several concrete activities, enabling the nurses to tailor them to the patient's needs (Supporting Information Table S1 ).
| Implementation strategies
The following evidence-based implementation strategies were used to facilitate the implementation of the PSD-toolkit: (a) education and training of the nurses in applying the PSD-toolkit; (b) opinion leaders; and (c) audit and feedback by the researcher (MVD) (nurses received direct feedback on patient chart audit results, e.g., number of patients screened for depressive symptoms and receipt of the interventions) (van Achterberg, Schoonhoven, & Grol, 2008 ).
| Data collection

| Baseline data
Patients' data on gender, age, marital status, living arrangements, type of stroke, length of hospital stay, and discharge destination were collected. The demographics collected on the nurses included gender, age, education, years working on the ward, and full-time equivalent.
| Patient chart audit
To measure fidelity, patient chart audits were performed to establish the number of patients who were screened for depressive symptoms and who received nursing interventions in the case of a positive screening.
| The barriers and facilitators assessment instrument
To obtain a thorough understanding of the experiences and opinions of the nurses that influence fidelity, perceived barriers were evaluated using the barriers and facilitators assessment instrument (BFAI) (Peters, Harmsen, Laurant, & Wensing, 2002) . As recommended (Peters et al., 2002) 
| The Clinical Utility Questionnaire
Acceptability was measured in terms of the clinical utility (Harris & Warren, 1995) 
| Procedure
| Pre-implementation phase
During this phase, data were collected on nursing care regarding the management of depressive symptoms after stroke. The researcher examined the charts of all patients admitted to the participating wards using a data extraction form. 
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Furthermore, all nurses and nursing students received education and training sessions totalling three hours, which covered (a) depression after stroke (causes, consequences and the importance of early detection of depressive symptoms), evidence-based nursing interventions and (b) the content and procedures of the PSD-toolkit.
| Implementation phase
During the implementation phase, the researcher visited the participating wards four times per week for patient chart audits to collect baseline data and data on fidelity of the PSD-toolkit by registering the frequency of delivery of the components of the PSD-toolkit by the nurses. The researchers sent the results of the patient chart audit (e.g., the proportion of patients who were screened for depressive symptoms and who received nursing interventions) to the opinion leaders. Subsequently, the opinion leaders used this overview to provide feedback and to remind the nurses to screen a patient for depressive symptoms and apply appropriate nursing interventions.
At the end of the implementation phase, the researchers sent the BFAI and Clinical Utility Questionnaire to the nurses as a paper version (one team) or as a digital version by e-mail. After 2 weeks, a reminder was sent to all nonrespondents. Subsequently, the researchers conducted individual interviews with a random sample of five nurses from each of the participating nursing teams to explain fidelity to and acceptability of the toolkit by discussing the outcomes of the audit, the BFAI and the Clinical Utility Questionnaire.
| Sustainability phase
During the sustainability phase, the same procedure was used as in the implementation phase; however, no implementation strategies, such as feedback and reminders, were used by the opinion leaders.
At the end of the sustainability phase, three explanatory focus group interviews (one with each team, consisting of 10, 12 and 6 participants) were conducted with a randomly selected group of nurses to explain the data on fidelity to and acceptability of the PSD-toolkit.
The focus group interviews were moderated by a researcher (JMG) who was not involved in implementation. The researchers and the research assistants observed, took notes, and handled the recording devices.
| Data analysis
Frequencies, means, standard deviations, and percentages were used to describe the baseline data, the audit data, and the results of the BFAI and Clinical Utility Questionnaire. To compare differences in patient groups, we used the Chi-square test for categorical baseline data and t tests for continuous data. Data from the BFAI were presented as numbers with the corresponding percentage of nurses who agreed and strongly agreed with an item on the questionnaire. Data on acceptability were reported as a percentage of agreement with each item on the Clinical Utility Questionnaire. A change of ±10% in fidelity and acceptability was used to indicate an increase or decrease (McCluskey & Middleton, 2010) . SPSS, version 23 (SPSS Inc., Chicago, IL, USA) was used for quantitative data analysis.
To explain the results of the patient chart audits, the BFAI and the Clinical Utility Questionnaire, the individual and focus group interviews with the nurses were analysed according to predefined codes based on the topics in the interview guides (e.g., explanations for a change in fidelity, nurses' views on barriers or facilitators, clinical utility of the PSD-toolkit and suggestions to further improve the PSD-toolkit) (Creswell, 2008) . All interviews, as well as the focus groups, were audiotaped and transcribed verbatim. The transcripts were studied and initial items were identified by a researcher (MVD).
Subsequently, the items were discussed between two researchers (MVD, TBH). Based on consensus, the final items that explained the quantitative results on fidelity and acceptability of the PSD-toolkit were established.
| Ethical considerations
This study received ethics approval from the Medical Ethics Committee of a University Medical Center (12-081C). Informed consent was obtained from all participants.
| RESULTS
A total of 775 patient charts were audited to establish fidelity. The mean age of the patients was 69.8 years (SD 15.4); 75% had an ischaemic infarction and the mean length of hospital stay was 11.3 days (SD 8.4) . No significant differences in patient characteristics between the implementation and the sustainability groups were found, except for marital status (χ 2 13.2, p = 0.004) (Supporting Information Table S2 ). Of the nurses (n = 206), most were female (90.4%) with a mean age of 34.3 years (SD 11.4) (Supporting Information Table S3 ).
| Fidelity
The patient chart audit before implementation of the PSD-toolkit revealed that no depression screening instruments were used and in half of the cases, at least one nursing intervention was used. The chart audit during the implementation phase showed an increase in fidelity to depression screening (+72.7%) and the use of nursing interventions in the case of a positive screening (+11.7) ( Table 1 ).
The outcomes of the BFAI (Table 2) showed that the nurses considered the toolkit to be accurate and easy to use and that the toolkit fits nursing practice. The findings of the individual and the focus group interviews confirmed these result, as the nurses expressed a positive attitude towards the PSD-toolkit, perceived its use as enhancing the quality of care and more awareness of depressive symptoms after stroke:
"I think it's a good tool which makes us aware that we need to pay attention to the patients with risk of depression" (nurse team 2).
Despite the positive attitude towards the PSD-toolkit, the use of depression screening instruments showed a decrease (−16.3%) during the sustainability phase. The outcomes of the BFAI, assessed at the end of the sustainability phase, showed that 45% of the nurses were doubtful that they correctly remembered the PSD-toolkit. During the focus group interviews, nurses described that a lack of routine in using the PSD-toolkit due to irregular working hours or the admission of few stroke patients at times hindered the regular use of the toolkit and thus the opportunity to gain more confidence in using the toolkit:
"For a few months there were fewer patients admitted to our ward after a stroke and we had many patients with other diagnoses. Then it is often by chance that you have to apply the PSD-toolkit, which hinders me getting better acquainted with it" (nurse team 2).
Furthermore, the nurses highlighted that they need active reminders from the opinion leaders to screen patients for depressive symptoms:
"It is not yet in my system; it should be, just like bathing and grooming, but I must confess it is not. I need a colleague to point it out to me" (nurse team 2).
The BFAI showed that during the implementation and sustainability phase, organizational factors and the lack of support from other disciplines were a barrier to using the toolkit. During the individual and focus group interviews, nurses on all three teams described a lack of interdisciplinary commitment, the other disciplines' predominant focus on physical recovery and less focus on the psychological aspects such as depressive symptoms:
"Not so much the toolkit itself but the culture on the ward hinders its application. It makes you less motivated when other disciplines do not recognize the importance of addressing the psychological needs of patients" (nurse team 2).
In contrast to the decrease in depression screening, the use of nursing interventions was the same during the implementation and the sustainability phase. During the focus group interviews, nurses indicated that they considered the nursing interventions of the PSDtoolkit as "usual care" and not specific for patients with possible depressive symptoms:
"Because we are focused on rehabilitation, we apply the interventions to all patients, whether they are showing depressive symptoms or not" (nurse team 3).
The individual and focus group interviews and the BFAI results in both phases showed that the nurses endorsed the importance of incorporating the PSD-toolkit into the electronic patient chart to enhance fidelity:
"We use an action plan in the electronic patient chart.
It would be very handy if the screening instruments and the nursing interventions would turn up automatically" (nurse team 1).
| Acceptability
To assess the acceptability of the PSD-toolkit after the implementation and sustainability phases, 48 (49%) and 42 (51%) respectively, T A B L E 1 Audit data from patient charts across the three teams during the pre-implementation, implementation and sustainability phases Clinical Utility Questionnaires were analysed. In general, nurses found the PSD-toolkit clinically useful, with scores between 80% and 100% agreement on all items and small changes were found between the implementation and sustainability phases (<10%), except for the item "do you agree with the time of screening", which was −20.2% at the end of the sustainability phase (Table 3) .
Some nurses described the timing of the depression screening at the fourth day after admission as incorrect, as patients need time to get accustomed to their situation:
"It may be better to screen on the fifth or sixth day.
In order to give those people a little more opportunity to realize what happened" (nurse team 3).
However, others argued that it would be more efficient to screen even earlier because some patients are dismissed before day four and would not be screened at all.
Despite the overall good clinical utility, they also indicated that regulatory pressure and implementation of other innovations hindered the use of PSD-toolkit:
"There are so many new things. You need to fill in five or six screening instruments at any time to get it up and running. And that does not reflect on the toolkit itself or the way it works. Because it is in itself very simple and useful" (nurse team 2).
The clinical utility of the screening instruments was rated as good in the questionnaire, but during the focus group interviews, some nurses indicated that they got confused by the items and scoring system of the DePreS:
"I wonder what hypertension or angina pectoris actually has to do with depression. It seems illogical and difficult to explain to the patient. And what makes it even more difficult is that one item has a positive score and another a negative one" (nurse team 1).
Concerning the SODS, nurses indicated that it was sometimes difficult to assess a patient's mood when the patient was not well known to them and information from previous days was missing:
"You will need information from patient charts to supplement your own observations before you can reliably fill in the SODS and that is sometimes missing" (nurse team 2).
| DISCUSSION
The aim of this explorative mixed-methods study was to determine the feasibility of the PSD-toolkit in terms of fidelity and Problems changing old routines 5 (12.2) 6 (13.6) +1.4
Think parts of the PSD toolkit are incorrect 3 (7.3) 4 (9.1) +1.8
General resistance to working according to protocols -1 (2.3) +2.3
The PSD toolkit does not fit ways of working 2 (4.9) 3 (6.8) +1.9
Characteristics of the PSD toolkit Working with the PSD toolkit is too time consuming 4 (9.8) 6 (13.6) +3.9
Working with the PSD toolkit does not fit the workflow on the ward 2 (4. acceptability. The increase in fidelity to depression screening and the nursing interventions during both the implementation and sustainability phases was substantial. Although the fidelity to depression screening decreased during the sustainability phase, screening for depression was still conducted more often (56.6%) than before implementation of the toolkit. Overall, the nurses considered the PSD-toolkit acceptable with good clinical utility, which indicates that the toolkit fits nursing practice. Hence, the findings of our study
show that the PSD-toolkit was found to be feasible for the early management of depressive symptoms after stroke.
In our study, a relatively high percentage of patients were screened for (risk of) depressive symptoms in both the implementation and sustainability phases (72.9% and 56.6%, respectively). In contrast, in a study investigating adherence to depression screening in 16 stroke units, nurses showed low compliance (37.7%) (Hart & Morris, 2008) . Another study on adherence to the UK National Clinical Guidelines for Stroke revealed a compliance rate of 50% for depression screening (Bowen et al., 2005) . Our findings may be explained by the fact that the toolkit was tailored to the specific context of the nursing teams, which may have contributed to its feasibility (Grol & Wensing, 2005) .
A downturn in fidelity during the sustainability phase is to be expected, as the influence of implementation strategies likely diminishes over time (Scheirer, 2005) . Although in our study the fidelity to screening still remained above 55% when compared with the pre-implementation phase, we found a substantial decrease in fidelity during the sustainability phase of more than 10% (McCluskey & Middleton, 2010) . The nurses found it difficult to incorporate the PSD-toolkit into their daily routine and in the sustainability phase, they missed the active reminders by the opinion leaders. This is in line with the findings of other studies reporting positive effects on fidelity and adoption of evidence by using opinion leaders, as the use of opinion leaders is an implementation strategy that targets the level of individual professionals and provides an insight into current behaviour and reinforces improved behaviour (Hauck, Winsett, & Kuric, 2013; Huis et al., 2013) . Our study indicates that fidelity to the PSD-toolkit can be enhanced by use of opinion leaders beyond the time of implementation. Another factor hindering the fidelity of the nurses was the lack of interdisciplinary commitment to the PSDtoolkit. Although the PSD-toolkit is primarily designed as a nurse-led instrument, involvement and support from other disciplines is needed to enhance fidelity; when evidence-based practice in nursing is valued by other team members, this supports nurses in providing evidence-based care (Brown, Wickline, Ecoff, & Glaser, 2009 ).
Finally, nurses suggested that they would show more fidelity to screening when the PSD-toolkit was incorporated into the electronic
T A B L E 3 Clinical utility of the PSD-toolkit
The items a of the PSD-toolkit: Question:
Agree n (%) Harris & Warren (1995) . VAN DIJK ET AL. | 2889 patient chart. A study by Williams et al. (2011) on the effect of "automated reminders" incorporated into the electronic patient chart showed that more patients were screened on depression and received treatment (Williams et al., 2011) . This supports the suggestion made by the nurses that integration of the PSD-toolkit into the electronic patient chart enhances its feasibility.
The overall acceptability of the PSD-toolkit was good, but some nurses indicated that they were confused by the items and the scoring system of the DePreS. They expressed their uncertainty about how the items of the DePreS were related to depression and wondered why some items had a positive and others a negative score. This indicates that the nurses did not fully understand the nature of the DePreS being a predictive instrument, as they seemed to expect a causal relationship between the items and the outcome (e.g., depression). A predictive relationship, however, does not imply a causal relationship and the predictive variables incorporated into the DePreS do not necessarily have a causal relationship (de Man-van Ginkel et al., 2013) . This implies that more education is needed on this subject. Concerning the SODS, the nurses indi- The fidelity to the nursing interventions was fairly similar during both the implementation and the sustainability phase, which is in contrast with the decrease in screening during the sustainability phase. This suggests that the nursing interventions in both phases were used irrespective of the screening outcome. This could be explained by the nurses' perception that the interventions were insufficiently distinguished from "usual care", since they interpreted these as interventions they applied on all patients. Interestingly and in contrast with the assumption of the nurses, the audit revealed that approximately one-third of the patients with a positive depression screening did not receive any nursing intervention.
This implies that the application of nursing interventions is insufficient, despite the perception of the nurses that they apply these interventions to all patients, as not all patients with a positive screening for depressive symptoms received appropriate follow-up
interventions. This is in line with a commentary by Greysen (2015) that healthcare professionals often perceive that application of interventions achieves a standard of care and implementation is not needed (Greysen, 2015) . To create more awareness among the nurses that screening for depressive symptoms is only valuable when it is followed by appropriate interventions, this must be addressed during the education and training sessions prior to implementation of the PSD-toolkit and included in the feedback to the nurses by the opinion leaders during implementation into nursing care.
A strength of this study is that we evaluated the feasibility of the PSD-toolkit in terms of fidelity and acceptability using quantitative as well as qualitative methods, thereby providing insights into content as well as contextual features, which influence the feasibility of the toolkit (Craig et al., 2013) . This was especially reflected in the apparent contradiction between the outcomes of the Clinical Utility
Questionnaire and the outcomes of the focus group interviews. During the focus group interviews, valuable insights on the clinical utility of the instruments concerning content and the scoring systems were addressed, whereas findings from the Clinical Utility Questionnaire did not identify these topics. Furthermore, by exploring the feasibility not only during implementation but also during the sustainability phase, where no implementation strategies were deployed, more extensive insight was gained into the actual fidelity to the PSDtoolkit during nursing practice in the long term (Stirman et al., 2012) .
| Limitations
Although this is an extensive feasibility study, some limitations need to be mentioned. First, the patient chart audit in the preimplementation phase was conducted with a small sample. The patient characteristics of this sample, however, were fairly similar to those of patient samples during the implementation and sustainability phases. Furthermore, the results of this audit were confirmed by interviews with the nurses during the development of the toolkit. This indicates that although small, the sample was comparable to the larger samples in the other two phases and represented nursing care. Second, the patient chart audit to register the fidelity to intervention delivery may represent an under-or overestimation of the actual number of depression screenings or nursing interventions delivered, since they were possibly not all reported or were reported but not applied (Bleijenberg et al., 2016) . Third, due to the before-and-after design of our study, observed changes in the fidelity to the PSD-toolkit may not be solely attributed to the intervention. It cannot be excluded that contextual features, such as organizational changes, could have influenced the outcomes on fidelity, as these features can result in more or less priority given to the PSD-toolkit in comparison with other activities taking place in the department (Eccles, Grimshaw, Campbell, & Ramsay, 2003; Wells, Williams, Treweek, Coyle, & Taylor, 2012) . However, the use of individual and focus group interviews with the nurses provided additional information on these contextual features; nurses indicated that regulatory pressure and implementation of other innovations hindered the use of PSD-toolkit. We did not identify any further ongoing organizational changes on the wards that may have influenced fidelity. Finally, in retrospect, we might have involved the other disciplines insufficiently during the implementation of the PSD-toolkit, which hindered the nurses' fidelity to the PSD-toolkit (Brown et al., 2009 ).
| CONCLUSIONS
The PSD-toolkit was found to be feasible in terms of fidelity and acceptability and it represents an evidence-based intervention for the early management of depressive symptoms in hospitalized patients with stroke. The combination of quantitative and qualitative methods resulted in a more detailed understanding of factors influencing the feasibility of the toolkit, which also provides recommendations to further enhance fidelity and acceptability, such as long-term commitment of opinion leaders and incorporating the toolkit into the electronic patient chart. Enhanced involvement of all members of the interdisciplinary team with the PSD-toolkit will improve its use. The structural screening for depressive symptoms as well as the application of nursing interventions in case of a positive screening increased, thereby improving quality of care in patients after a stroke.
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